have some ideas about changing the current treatment of PPPD. For me it would be worth to show them point by point to increase the discussion on socio-psychologic support for the patients.
Minor points Page 11, line 20: This sentence of Ethan is cited twice. The authors might refer to the first citation or should point out why it is important to cite this sentence twice.
REVIEWER
Floris L Wuyts University of Antwerp, Belgium REVIEW RETURNED 24-Aug-2018
GENERAL COMMENTS
The concept of elaborating on the experiences suffered by PPPD patients is very valuable. It adds to the way history taking can be refined. Particularly the stress and anxiety that is present among the patients is to be studied further on.
My main concern about this paper, which I think deserves to be published, is that the description given by the patients with PPPD could as well be given by patients with for example Mal de Debarquement Syndrome, bilateral vestibulopathy, vestibular migraine or vestibular paroxysmia. These vestibular disorders are unfortunately very much unknown to the clinicians and cause very similar sensations like the three themes that are described in this paper.
To my opinion, and based on my experience in a specialized vestibular clinic, many patients complain of very similar sensations as described in the paper. Little attention has been given to these descriptions so far in the literature and therefor I think this paper is very valuable. But it should be elaborated that these themes are not only for PPPD. Reading the patients' testimonies as described in the book Dizzy Me, by T. 
The paper addresses a relevant gap in the literature and utilizes an appropriate methodological design to do so. But it would be beneficial for the reader to fully understand the work done and its limitations if the following changes were made: 1) In the results section of the abstract, only plain codes emerged from the work are presented. I recommend the inclusion of a brief contextualizing narrative (a few sentences) connecting these codes, apart from the implications already discussed in the conclusion section of the abstract.
2) In regard to methods, it is stated that a single author carried out the actual coding process but in dialogue with the other authors. Is it the same of having multiple coders? What is the difference between having multiple coders and having a single coder that develops her work discussing the findings with colleagues? This point would be welcomed in the discussion section.
3) Participants were selected on the basis of a single clinic. How does that impact on the "generalizability" (given the applicability of this concept within the realm of qualitative studies) of findings for PPPD patients outside this community? How can we assure that the problems of these patients are similar to the overall population of PPPD patients in New Zealand. It would be enlightening to have authors' views on that in the discussion section too.
It is important to highlight that these comments are mere suggestions. The reviewer is satisfied with the current version for publication, but strongly encourages these changes. Further, as outlined in the paper, all participants were purposefully sampled from a clinic specialising in the assessment and treatment of vestibular and balance disorders. What perhaps was not so clear was that all patients had been referred to the clinic and by their general practitioner (GP) or specialist consultant and had been thoroughly assessed by a team of experienced and vestibular trained otorhinolaryngologists, audiologist and physiotherapists. All participants had undergone a battery of medical and vestibular tests (including those named by the reviewer) as a result of their referral to the clinic. We have added further clarification on P5 -line 97-99, which we hope will make this clearer for the reader.
VERSION 1 -AUTHOR RESPONSE
The authors might think about adding (as a supplement?) an example of analysing the interview, e.g. of one sentence. I appreciate the frequent examples of patients' statements, but this does not reflect the amount of work that has been done. My idea is to convince quantitative Thank you. We have carefully considered this suggestion. However, we argue that adding an excerpt of the analysis is problematic as codes only make sense within their context and themes were constructed across the entire data set rather than on the basis of an isolated excerpt. Indeed, we may be at risk of minimising the work, nuance and complexity of vertigo researchers that the reported information is valid.
the analysis process in offering an excerpt in this way. However, most certainly a rigorous process of data analysis was followed, as outlined in the manuscript and the reporting checklist for qualitative studies based on the SRQR guidelines was followed (submitted to the editor). As such, in lieu of including an excerpt, we have expanded on the process that was followed and included further information to demonstrate the rigour of our analytical process on P7-Line 126-138. We sincerely hope that this applied methodological rigour is sufficient to convince any researcher of its validity.
23 subjects did not participate in the study. The authors might speculate why there was such a large rate of non-responders.
As described on page 7, thirty-three patients from the clinic database were invited of which nine responded. This response rate of 27.2%, which we consider to be acceptable, was not a concern for us as it was a qualitative study where a much larger sample size may have quickly become unmanageable. Indeed, consistent with Interpretive Descriptive methodology, we were not seeking a representative sample per se. Rather, our interest was in seeking a diversity of perspectives. We did not collect data from nonresponders regarding reasons for not taking up the invitation and as such, we prefer not to speculate.
In the last para of the discussion the authors shortly mention possible effective treatment of PPPD. The authors should think about an enlargement of the points because it is about the impact of the study on this topic. The interline message is that the authors have some ideas about changing the current treatment of PPPD. For me it would be worth to show them point by point to increase the discussion on socio-psychologic support for the patients.
Thank you for your reflection. This research aimed to gain deeper insight in the experience of PPPD and to advance our understanding of how this condition impacts on those living with the condition. In doing so we hoped to identify potential gaps in current clinical practice and highlight areas where health professionals could have greater impact. It is not our intention to suggest a change in treatment modalities per se, but rather to highlight the importance of the way we work and what we pay attention to as potentially formative for how care is experienced and indeed outcome. As such, we instead make suggestions on ways to enhance existing treatments. However, in response to this suggestion we have expanded the last paragraph in the discussion. See P21 -L478-480.
Page 11, line 20: This sentence of Ethan is cited twice. The authors might refer to the first citation Thank you for pointing out this repetition. We have now replaced the quote on page 11 with or should point out why it is important to cite this sentence twice. a quote from Thea, which conveyed a similar meaning.
Reviewer 2
To my opinion, and based on my experience in a specialized vestibular clinic, many patients complain of very similar sensations as described in the paper….It should just be clearly mentioned that the themes are not unique for PPPD It may be helpful to interview also the other types of patients and extract the typical themes for the different disorders. This way, this approach could help differentiate the different diagnoses.
We agree with the reviewer that many patients visiting a specialised vestibular clinic complain of similar sensations and share the experience of having a relative invisible condition. The constructed themes may as such not necessarily be unique to PPPD. As suggested, we have now made this more explicit. P19-L435-448. We agree that better differentiation between vestibular diagnoses would be extremely helpful and this is a significant topic of discussion within the vestibular research community. However, our aim was not to compare and contrast experiences of a range of vestibular conditions and so doing so is outside the scope of this specific project. We argue the exclusive focus on PPPD to be a strength of this paper given the lack of current research available exploring the experiences of this population, particularly working age adults. Indeed, having a more in-depth understanding of the specific and unique experiences of PPPD may aid future work aiming to compare and contrast their experiences with other related conditions.
You should refer to table 1, and thus the latest Barany criteria, already in the beginning of the manuscript where you describe PPPD.
This study draws on the five main characteristics of PPPD as described by the Bárány Society in their pre-publication consensus paper, given it commenced prior to PPPD being admitted as a vestibular disorder to the International Classification of Disorders (ICD-11) in early 2017. As such, while we are aware of the updated, expanded version of the Bárány criteria, it is more accurate to report on the earlier criteria. In response to your suggestion we have cited the ICD-11 and a recent publication reporting on the most up to date characteristics of PPPD as described by the Bárány Society in the introduction P4 -L68 and 69.
In the data analysis it is not clearly stated that all subjects were asked the same questions.
Participants took part in a semi-structured interview as described in the data collection section P6-L115. Inherent to this approach, guiding questions (page 7) are commonly used to start the conversation followed by an iterative approach to questioning, meaning that consecutive questions follow from the points in the conversation that are relevant to the research question and topic of discussion. These guiding questions are described in table 2 (p7). Although all interviews started with similar guiding questions, they subsequently varied for each participant consistent with a semi-structured interview approach. An explanation is provided on P6-Line120-122.
The method of describing the sentences by the patients is pretty confusing. The identification (.) suggests pauses in speech. However, even with introducing pauses, these sentences make not so much sense in certain cases, and thus confusing.
It is common in qualitative reporting to use quotes taken directly from the participants transcripts to illustrate and strengthen the findings. We acknowledge that some of the quotes often do not entirely make sense when seen in written form. However this incoherence perfectly demonstrates the participants' inability to concisely articulate their experience of PPPD with many participants expressing their own frustration in not being able to draw that cohesive picture health professionals and researchers often aim to capture. Retaining the narrative verbatim is important to demonstrate the points we are trying to make in the paper.
(.) suggests a natural pause in the participant's speech and were not added by the authors. For clarity we have added that information to P8-L157.
Regarding the aspect of the 'invisibility' of PPPD, this can be stated for almost all vestibular disorders. Even worse, when walking like a drunk, it looks as if somebody has had too much alcohol early in the morning, leading to shame and embarrassment.
We appreciate this reflection and agree with the reviewer.
The impact on work of the disorder can be likewise difficult to cope with for episodic disorders too, next to the chronic ones.
We totally agree with the reviewer.
The 'ignorance' or not being well informed of the clinical staff is also the case for several other disorders, such as MdDS, Vestibular paroxysmia, Vestibular Migraine, Superior Canal dehiscence (which has as a key symptom that the patient hears his or her own eyeballs roll!!! -"I'm I crazy?" frustrated by what they perceived as a lack of interest in the condition once they identified that there is not much known about the condition or that there is no remedial action to take (as demonstrated by Elvy's quote on P11-L227) or in the way it affected the participants life. Some participants spoke extremely favourably about health professionals who found the time to listen (as demonstrated by Thea on P11-Line 233), acknowledge the impact the condition had on their lives and were interested in helping them find ways in which they could live a meaningful life with the condition.
Reviewer 3
In the results section of the abstract, only plain codes emerged from the work are presented. I recommend the inclusion of a brief contextualizing narrative (a few sentences) connecting these codes, apart from the implications already discussed in the conclusion section of the abstract.
We would have liked to expand on the findings in the abstract. However, there is an editorial restriction on the word count for the abstract that prevented us from doing so.
In regard to methods, it is stated that a single author carried out the actual coding process but in dialogue with the other authors. Is it the same of having multiple coders? What is the difference between having multiple coders and having a single coder that develops her work discussing the findings with colleagues? This point would be welcomed in the discussion section.
